
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
MEDICAL ASSISTANCE ADMINISTRATION

Olympia, Washington

To: Resource Based Relative Value Memorandum No:  02-75 MAA
  Scale (RBRVS) Users: Issued:

Anesthesiologists
Advanced Registered Nurse For Information Call:
  Practitioners 1-800-562-6188
Ophthalmologists
Psychiatrists Related Memo:  02-32 MAA
Emergency Physicians
Nurse Anesthetists
Physicians
Physician Clinics
Registered Nurse First Assistants
Family Planning Clinics
Federally Qualified Health Centers
Health Departments
Laboratories
Managed Care Plans
Podiatrists
Radiologists
Regional Administrators
CSO Administrators

From: Douglas Porter, Assistant Secretary
Medical Assistance Administration (MAA)

Subject: Corrected Replacement Pages for MAA’s Physician-Related Services
(RBRVS) Billing Instructions

Attached to this memorandum are two corrected replacement pages (H9/H10 and O3/O4)
for the Medical Assistance Administration’s (MAA) Physician-Related Services Billing
Instructions.

Two of the replacement pages sent to providers on July 17, 2002, under Numbered
Memorandum 02-32 MAA were printed incorrectly.

•  Page H8 was printed twice; page H9 was missing; and
•  On page O3/O4, the “YR” and “NR” requirements under field 24E (EPSDT) on the HCFA-

1500 claim form were inadvertently left in.  These requirements no longer apply and have
been removed.







Physician-Related Services

November 2001 - O3 - Completing the HCFA-1500 Form

9d. Enter the insurance plan name
or the program name (e.g., the
insured’s health maintenance
organization, private
supplementary insurance).

10. Is Patient’s Condition Related To:
Required.  Check yes or no to
indicate whether employment, auto
accident or other accident
involvement applies to one or more
of the services described in field 24.
Indicate the name of the coverage
source in field 10d (L&I, name of
insurance company, etc.).

11. Insured’s Policy Group or FECA
(Federal Employees Compensation
Act) Number:  When applicable.
This information applies to the
insured person listed in field 4.  Enter
the insured’s policy and/or group
number and his/her Social Security
Number.  The data in this field will
indicate that the client has other
insurance coverage and Medicaid
pays as payer of last resort.

11a. Insured’s Date of Birth:  When
applicable, enter the insured’s
birthdate, if different from field 3.

11b. Employer’s Name or School Name:
When applicable, enter the insured’s
employer’s name or school name.

11c. Insurance Plan Name or Program
Name:  When applicable, show the
insurance plan or program name to
identify the primary insurance
involved.  (Note:  This may or may
not be associated with a group plan.)

11d. Is There Another Health Benefit
Plan?:  Indicate yes or no.  If yes,
you should have completed fields 9a.
– d.

17. Name of Referring Physician or
Other Source:  When applicable,
enter the referring physician or
Primary Care Case Manager
(PCCM) name.  This field must be
completed for consultations, or for
referred laboratory or radiology
services (or any other services
indicated in your billing instructions
as requiring a referral source).

17a. I.D. Number of Referring
Physician:  When applicable, 1)
enter the seven-digit, MAA-assigned
identification number of the provider
who referred or ordered the medical
service; OR 2) when the PCCM
referred the service, enter his/her
seven-digit identification number
here.  If the provider does not have
an MAA provider ID number, be
certain field 17 is completed.

19. Reserved For Local Use:  When
applicable, enter indicator B, Baby
on Parent’s PIC, or other comments
necessary to process the claim.

21. Diagnosis or Nature of Illness or
Injury:  When applicable, enter the
appropriate diagnosis code(s) in
areas 1, 2, 3, and 4.

Please note:  DSHS, Welfare, Provider
Services, EPSDT, HO or Healthy Options
First Steps, and Medicare, etc., are
inappropriate entries for this field.
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22. Medicaid Resubmission:  When
applicable.  If this billing is being
submitted beyond the 365-day billing
time limit, enter the ICN that verifies
that your claim was originally
submitted within the time limit.
(The ICN number is the claim
number listed on the Remittance and
Status Report).

23. Prior Authorization Number:
When applicable.  If the service or
equipment you are billing for
requires authorization, enter the
nine-digit number assigned to you.
Only one authorization number is
allowed per claim.

24A. Date(s) of Service:  Required.  Enter
the “from” and “to” dates using all
six digits for each date.  Enter the
month, day, and year of service
numerically (e.g., August 4, 2002 =
080402).

24B. Place of Service:  Required.  See
pages J2 and J3 for correct POS
codes.  These are the only
appropriate place of service codes:

24C. Type of Service:  Required.  Enter a
3 for all services billed.

24D. Procedures, Services or Supplies
CPT/HCPCS:  Required.  Enter the
appropriate procedure code for the
services being billed.  Modifier:
When appropriate enter a modifier.

24E. Diagnosis Code:  Required.  Enter
the ICD-9-CM diagnosis code
related to the procedure or service
being billed (for each item listed in
24D).  A diagnosis code is required
for each service or line billed.  Enter
the code exactly as shown in ICD-9-
CM, or relate each line item to field
21 by entering a 1, 2, 3, or 4.

24F. $ Charges:  Required.  Enter your
usual and customary charges for the
service performed.  If more than one
unit is being billed, the charge shown
must be for the total of the units
billed.  Do not include dollar signs or
decimals in this field.  Do not
include sales tax.  Sales tax is
automatically calculated by the
system and included in your
remittance amount.

24G. Days or Units:  Required.  Enter the
total number of days or units for
each line.  These figures must be
whole units.

24H. EPSDT Family Plan:  When billing
the department for one of the EPSDT
screening procedure codes, enter an
X in this field.

25. Federal Tax I.D. Number:  Leave
this field blank.


